need to deal with the problem of osteoporosis. Ideally, we should identify the most vulnerable women at the menopause and reduce the physiological decline in bone mineral, without undue risk to other systems. There is interest in ultrasound screening.20 Further studies may show that measurement of ultrasonic attenuation through the os calcis, although lacking the precision of low dose radiation techniques, may be able to identify women at greatest risk of later sustaining a hip fracture. 
Objective-To determine the proportion ofwomen with mild or moderate dyskaryosis in cervical smears who (a) progress to cervical intraepithelial neoplasia grade III or worse or (b) regress.
Design-Four and a half year cytological follow up study ofwomen with mild or moderate dyskaryosis in cervical smears.
Setting-A cytology laboratory in inner London. Patients (17) were also excluded. The final total included in the study was 666 women. Demographic details of patients at entry were derived from the cytology request form. Social class was coded by husband's occupation for married and widowed women and by own occupation for single, separated, and divorced women. 16 Classification of smears-Smears were classified as borderline dyskaryosis, either with inflammatory changes (n=169; 25-4%) or without inflammatory Cumulative probability ofwomen with dyskaryosis in cervical smears subsequently being recommended for biopsy. Bars are 95% confidence intervals cervical intraepithelial neoplasia grade III was reported in a biopsy specimen after dilatation and curettage two years after a negative smear. Table II shows the histological findings in the 45 women recommended for a biopsy. The mean interval from the abnormal smear at entry to the patient having a biopsy recommended or performed was 27 months, with a range of one week (in a patient with invasive cancer whose smear at entry showing inflammatory dyskaryosis was followed four days later by a smear at another hospital showing invasive cancer) to 48 months. The figure shows the probability over the follow up period of a patient being recommended for a biopsy. The cumulative probability after four and a half years was 14% (95% confidence interval 12% to 15%).
Five cases of invasive cervical cancer were observed as compared with 0083 expected (background annual rate 0-07/1000; p<0-0001). This excess risk remained highly significant even when a patient (referred to above) with cervical cancer diagnosed one week after a smear at entry showing inflammatory dyskaryosis (presumed false negative) was excluded. Table III shows the smear histories of the five women.
At the end of the four and a half year follow up 187 patients (28%) were still under cytological surveillance either because of persistent dyskaryosis or because of having fewer than the required number of negative smears. One hundred and fifty seven patients (24%) had smears fulfilling the criteria for reversion to normal.
A main problem in this study was the high mobility of the population, both inside and out of the north London area. A further difficulty was in maintaining regular follow up of patients. Despite intensive efforts to trace and follow up the study population, 119 patients (18%) had no repeat smears after the smears at entry. The initial smears from these patients were classified as borderline or inflammatory in 46 (18/ 129; 14%) compared with patients whose repeat smears were negative (3/156 and 69/156; 2% and 44%) (x2= 38-3, df=2; p<0Q001). We also examined the proportion of dyskaryotic smears found a minimum of three months after a negative smear classified as adequate or inadequate. Dyskaryosis was subsequently recorded in a greater proportion of women after a single negative inadequate smear (22/55) than after an adequate negative smear (61/316) (x2= 11-65 df= 1; p<O-001).
Discussion
The cumulative probability of a woman with dyskaryosis detected in a cervical smear being recommended for a biopsy after four and a half years was 14% (95% confidence interval 12% to 15%). Interpretation of the results in terms of natural course, however, must be cautious. Many workers have used the word "progress" to describe the change to a more severe lesion, but there are objections to this term as the pre-existence of a more severe lesion can never be excluded. A quarter of women who required a biopsy were identified within 12 Patients, methods, and results
As part of a one year study of workload 85 principals in general practice in Lothian provided details of consultations in their surgeries; the study was reported in detail previously.3 Information on prescribing (excluding repeat prescriptions), requests for radiography and selected diagnostic tests, and outpatient referral was collected for 21 707 consultations. The average cost of prescriptions, radiography, laboratory requests (bacteriology, virology, biochemistry, haematology), and outpatient referral (one outpatient attendance) was obtained from the Scottish Health Service's financial accounts. Capital costs were not included in these estimates of average cost. Total variable costs, representing the sum of these discretionary items of service, were calculated and expressed per 100 consultations, which corresponded with the average weekly number of consultations in the surgery reported by the doctors (table) .
The mean (SD) overall variable cost per 100 consultations was £444 (88) (range £329-735). Differences in costs were largely explained by the underlying variation in prescribing behaviour. The number of prescriptions per 100 consultations ranged from 36 to 93 (mean 67 (14) ). A ninefold difference in outpatient referral (mean 6 (2)) also contributed to the observed variation in cost. Differences in the style of practice, as measured by requests for diagnostic tests and radiography, were less important determinants of overall differences in cost.
